Background: Impetigo can result from Staphylococcus aureus (S. aureus). Wolf's isotopic response is the occurrence of a new cutaneous disorder at the site of a previously healed disease. A cutaneous immunocompromised district is an area of skin that is more vulnerable than the rest of the individual's body.
Introduction
Impetigo is a bacterial infection that can be caused by Staphylococcus aureus (S. aureus) [1] . Herpes zoster is a viral infection caused by varicella-zoster virus [2] . Occasionally, non-viral conditions-including bacterial infections-can morphologically mimic herpes zoster by presenting with skin lesions in a dermatomal distribution [3] . A man who presented with zosteriform facial skin lesions of impetigo is described and the clinical features of previously reported patients with dermatomal S. aureus infection are summarized.
Case report
A 66-year-old healthy afebrile man presented for evalua- Cutaneous examination showed crusted, eroded and intact, erythematous papules and nodules-ranging in size from 3 to 5 mm in diameter-restricted to only the left side of his face. There were about 12 lesions. They were located on his chin, cheek, and neck in a distribution that corresponded to the third division of the fifth cranial nerve (Figure 1 ).
The unilateral and dermatome location of the skin lesions raised the possibility of herpes zoster. However, the appearance of the individual crusted erosions was consistent with impetigo. Additional laboratory studies were performed and he was empirically treated for both herpes zoster (with 1 gram of oral valacyclovir three times daily for 10 days) and impetigo (with 300 mg of oral cefdinir twice daily for 10 days and topical mupirocin 2% ointment three times daily for 10 days).
All of the facial skin lesions resolved within 1 week; no residual crusts were present at his 1-month follow up examination. A Tzanck smear taken from one of the lesions at presentation was negative for multinucleated epidermal giant cells. In addition, not only the direct fluorescent absorption studies, but also the viral cultures were negative for both herpes zoster virus and herpes simplex virus. The bacterial culture from a crusted erosion was positive for methicillin susceptible S. aureus; the bacteria was also susceptible to cefazolin. of asymptomatic zoster sine herpete [7, 8] . Alternatively, and often similar in presentation with a dermatomal distribution, is the possibility of a Blascho linear arrangement due to skin mosaicism [22] . Wolf's isotopic response designates the occurrence of a new cutaneous disorder at the location of a previously healed skin disease [15] . It was originally termed "isoloci response" by Wolf and Wolf in 1985 [16] . A decade later, Ruocco suggested changing the name to "isotopic response" [10, 17, 18] .
Conclusion
However, since the latter designation generated hundreds of references linked with radioactive isotopes during computerobtained literature searches, it was subsequently changed to "Wolf's isotopic response" [19] . [b] Furunculosis has been reported as a postherpetic isotopic response in 3 individuals; however, for 2 of the people, it is not definitively defined whether the herpetic infection was caused by herpes simplex virus or varicella-zoster virus in each of these individuals [5, 10, 11, 12] .
[c] Treatment included oral TMP/SMX DS twice daily for 15 days; topical therapy included cleaning with povodine iodine (betadine) 10% cleanser and mupirocin 2% ointment 3 times daily to lesions, nostrils and umbilicus.
[d] Treatment included oral TMP/SMX DS twice daily for 4 weeks; topical therapy included cleaning with chlorhexidine (hibiclens) 4% solution and mupirocin 2% ointment 3 times daily to lesions and nostrils.
[e] Treatment included oral cefdinir 300 mg twice daily for 10 days; topical therapy included mupirocin 2% ointment 3 times daily to lesions.
[f] The diagnosis of colon cancer occurred at the same time as his initial episode of herpes zoster. The herpes zoster virus infection occurred 1 month prior to his zosteriform furunculosis and presented as numerous small, solitary and grouped vesicles that were successfully treated with oral acyclovir 800 mg 5 times daily. He had 3 episodes of zosteriform furunculosis; the second and third episodes occurred 2 months and 5 months after the initial episode. Each episode was confined to the same area of his face and the "furuncles were not arranged in groups, thus a recurrent herpes simplex could easily be excluded clinically. " The initial and second episodes were each treated with oral cefaclor 500 mg twice daily for 5 days.
